
HHA-003 (01/98) 

MassHealth 
Skilled Nursing/Home Health Aide  

Service Increase Notification 
 

 
 

Member: _________________________________________________________________________ 
 
Social Security Number: ____________________________________________________________ 
 
Date: ____________________________________________________________________________ 
 
 
Intermittent Skilled-Nursing Service Increase: 
 
 _________________________________________________________________________________ 
 
Reason for Skilled-Nursing Service Increase: 
 
 _________________________________________________________________________________ 
 
 _________________________________________________________________________________ 
 
 _________________________________________________________________________________ 
 
Home-Health-Aide Services Increase: 
 
 _________________________________________________________________________________ 
 
Reason for Home-Health-Aide Service Increase: 
 
 _________________________________________________________________________________ 
 
 _________________________________________________________________________________ 
 
 _________________________________________________________________________________ 
 
 
Effective Date of Service Increase: ____________________________________________________ 
 
Certified Home Health Agency: ______________________________________________________ 
 
 
Authorized Signature: ______________________________________________________________ 
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